If a traumatic event cannot be documented even when a child or adolescent appears to meet other criteria listed in the Diagnostic and Statistical Manual of Mental Disorders (4th ed. [DSM-IV] ; American Psychiatric Association, 1994; including nightmares, violent play, feelings of detachment or estrangement from others, expectation of having a brief life, sleep problems, irritability or anger, and interpersonal guardedness or hypervigilance), he or she cannot be given a diagnosis of PTSD. Among the reasons why a clinician is not told about a child's traumatic history (e.g., sexual abuse, beatings, the witnessing of family violence) is the need to protect the family from embarrassment, retaliation, or prosecution. In other cases, Criterion A is met, but Criteria B, C, or D are not. For example, "all patients who are hospitalized for [severe] burn injuries meet … PTSD criteria A" (Fauerbach, 1994, p. 92) . However, when children and adolescents with severe burns are given a diagnosis to describe their psychological symptoms, only 30% have been diagnosed with PTSD (Stoddard, Norman, Murphy, & Beardslee, 1989; Tarnowski, Rasnake, & Gavaghan-Jones, 1991) . Other frequently given diagnoses are oppositional disorder, major depression, overanxious disorder, avoidant disorder, and phobias. The same diagnoses, with the addition of attention deficit hyperactivity disorder, have been given to traumatized children in school settings (Pynoos & Nader, 1988) . Other diagnostic problems occur when parents, completing observational measures designed to assess children's symptomology, underreport problems because of a need to protect or support their children or because of denial due to feelings of guilt (Holaday & Blakeney, 1994) . However, 23% of American adolescents reported being "the victims of physical or sexual assaults, as well as witnesses of violence against others [and] one out of five of the exposed adolescents developed PTSD" (van der Kolk & McFarlane, 1996) . Given that accurate diagnosis enables a clinician to predict the course and prognosis of PTSD and helps determine treatment planning and remediation, diagnostic accuracy becomes critical.
In a series of studies, researchers have examined the effects of trauma on children and adolescents through their Rorschach responding. These studies were based on the assumption that more accurate information can be gained from children or adolescents who reveal their own psychological functioning through communicating what they see on the blots than from face-valid, self-report measures or parent observation. In the first study (Holaday, Armsworth, Vincent, & Swank, 1992) , a group of 63 traumatized children and adolescents (none of whom were diagnosed with PTSD) gave responses that revealed significant deviations from Exner's (1993) normative tables for Space (S), Texture (T), Weighted Sum Color (WSumC), D score, Passive Movement (p), Perceptual Accuracy (X+%), and the Egocentricity Index (EgoC). In the second study (Holaday & Whittenberg, 1994) , a group of 98 children and adolescents with severe burns gave responses that were significantly different from the normative tables for the Schizophrenic Index (SCZI), Depression Index (DEPI), Coping Deficit Index (CDI), X+%, EgoC, Affective Ratio (Afr), T, Experience Actual (EA), Popular (P), Form Color (FC), WSumC, and Inanimate Movement Responses (m). In a follow-up study (Holaday, 1998) 3 years later, 20 of the same children and adolescents completed another Rorschach, and results were compared with their earlier protocols. Results revealed continued differences in responding between the severely burned group and the normative tables for all the same variables except m. The number of reflection responses (Fr,rF = 14) appeared elevated, but these were found on only 7 of the 20 protocols. Although these data were interpreted as indicators of PTSD in patients with severe burns, none of the children or adolescents had actually been given a psychiatric diagnosis during their hospital visits or afterwards. It is possible that symptoms of PTSD in children and adolescents with severe burns who suffer from negative societal reaction to impaired appearance differ from PTSD in children and adolescents traumatized through other means. None of the previously mentioned studies included a sample of children who had actually been diagnosed with PTSD, and all studies had compared responses from a single group of research participants to Exner's normative tables.
Psychologists who have worked with children and adolescents for many years recognize that when young people have emotional and psychological problems, many of their Rorschach responses differ significantly from the normative tables. Furthermore, the same variables might be deviant across diagnostic categories. For example, adolescents with depression, attention deficit hyperactivity disorder, or PTSD might all display comparatively lower scores for EgoC, F+%, and COP, but this information does not help clinicians discriminate between diagnostic categories, especially if the young clients and their families withhold traumatic information. Specific variables found to be significantly different when Rorschachs from victims of trauma are compared to normative tables should be examined. This study was designed to test the efficacy of using specific Rorschach variables based on the literature, SCZI, DEPI, CDI, X+%, EgoC, Afr, T, EA, P, and WSumC, plus the Raw Sum (RawSumSS) and Weighted Sum (WgtSumSS) of special scores (Hypothesis I) to alert an examiner that a diagnosis of PTSD may be indicated even when a history of trauma has not been reported. Although it is predicted that these variables will be significantly different from the Exner (1993) normative tables (Hypothesis I), to be clinically relevant, at least some of these variables must also discriminate between PTSD and other clinical diagnoses, such as oppositional defiant disorder (ODD), that have been diagnosed in young traumatized patients (Hypothesis II).
Children and adolescents with ODD display negative, hostile behaviors, including arguing with authority figures, losing their tempers, defying rules, annoying other people, and being spiteful and vindictive (American Psychiatric Association, 1994) . Children with ODD tend to have "low self-esteem, mood lability, and low frustration tolerance" (American Psychiatric Association, 1994, p. 92) and may develop conduct disorder in adolescence. Normative tables for children and adolescents with conduct disorder were published by Gacono and Meloy (1994) , but we did not locate any for ODD. Careful examination of Gacono and Meloy's tables and Exner's (1993) interpretations suggested that most of the variables that differed significantly from the normative tables in past PTSD research most likely would be deviant in the ODD group as well. However, 7 of the 12 variables listed in Hypothesis I were predicted to discriminate between PTSD and ODD (Hypothesis II). In comparison to the ODD group, it was predicted that the PTSD group would have the following: (a) a higher mean for SCZI with a greater number of special scores (RawSumSS and WgtSumSS), revealing the disorganized and agitated behavior described in the DSM-IV; (b) a lower mean for X+%, revealing poorer perceptual accuracy; (c) more morbid responses (MOR) because of a greater tendency to view self as damaged or unworthy; (d) a higher mean for DEPI with more depression following trauma; and (e) a mean closer to the normative mean for T than the ODD group because of a greater willingness to seek and accept closeness or intimacy with others.
The third hypothesis was that, in comparison to normative tables, the ODD group would have fewer responses per protocol (R, or greater resistance to the task), a lower number of cooperative movements (COP, or inability to get along with parents, teachers, and peers), fewer Z scores (less organized, synthesized responding), and more pure color responses (pure C, or more impulsive and less inclined to delay gratification 
METHOD Rorschach Protocols
Rorschach protocols were pulled for all children and adolescents who had been diagnosed with PTSD and for 160 who had been diagnosed with ODD who attended a large suburban school district (about 26,000 students) in Texas from September 1987 to December 1997. No protocols from individuals with a dual diagnosis were used, and all contained 14 or more responses. These young clients had been referred for psychological testing within the district because of severe academic, emotional, and behavioral problems for the purpose of designing appropriate interventions to be implemented in the schools. None of them had had severe burns. All testing, interviews, and observations were provided by certified or licensed masters-or doctoral-level practitioners under close supervision by a licensed psychologist. Methods used for diagnostic classification for all children and adolescents included (a) the Rorschach; (b) a sentence completion test; (c) a draw-a-person test, kinetic family drawing, or (o) interviews with teachers, administrators, nurses, counselors, and parents or guardians; and (p) review of school discipline and academic records. Some children and adolescents were administered additional tests when needed. Of the approximately 4,500 children and adolescents tested during the 10½ year period, about 2,115 (47%) qualified for special services and were given psychiatric diagnoses through collaboration between a licensed psychologist and the individual who conducted the assessment. Thirty-eight (about 15 per 10,000) met criteria for a diagnosis of PTSD. The number of students with PTSD in this district appeared remarkably low, given that a national survey of 1,245 adolescents found that approximately 4.6% (equal to 460 of 10,000) developed PTSD (Kilpatrick, Saunders, Resnick, & Smith, 1995, as cited in van der Kolk & McFarlane, 1996) . The protocols of children and adolescents with PTSD were matched as closely as possible with protocols from others with ODD by age (within 1 year), race, and sex (in one older pair, a girl with PTSD was matched with a boy). Three older adolescents with PTSD could not be paired because there were not enough adolescents who were still classified as having ODD (ODD is more common in younger male children, and conduct disorders are more common in adolescents; American Psychiatric Association, 1994; Lahey & Loeber, 1994) . The final 35 pairs, comprised of 70 children and adolescents, included 47 boys and 23 girls, of whom 21 were White, 35 were Black, 12 were Hispanic, and 2 were "other." The mean age of the PTSD group was 10.91 years (SD = 3.29) and the mean age of the ODD group was 11.02 years (SD = 3.24) with a range of 6 to 18 years.
Interrater Agreements
All Rorschach protocols were rescored using the Exner (1993) Comprehensive System, and one fourth (18 of 70) were scored again by a doctoral-level research assistant, Jonathan Brandon. Because some of the original examiners had not drawn precise locations, we relied on their judgment for location unless a mistake was obvious. Results of the interrater agreement percentages were as fol-lows: Developmental Quality, 94%; Determinants, 86%; Form Quality, 93%; Pairs, 98%; Contents, 91%; Populars, 99%; z scores, 95%; and Special Scores, 87%, yielding a total agreement of 93%.
Data Analysis
Variables that had an acceptable distribution according to Exner's (1993) norm tables were transformed into z scores for comparison across ages. Although this method produced some strange values (e.g., RawSumSS with a z mean of 18.43 in the PTSD group), it is one way to transform data so that protocols of 6-year-old children can be placed in the same group with 18-year-old adolescents. Gacono and Meloy (1994) collapsed their data by averaging values across ages 5 to 12 and 13 to 17. This method retains Exner's familiar format but assumes that 13 age levels can be split into two meaningful sets and that patient groups are evenly distributed by age. That is, the actual mean ages of the patient group matches the actual mean age of the collapsed data. Using z scores, researchers can compare any age group of young patients to normative scores. Z-score values more than 1 SD from the normative mean are considered significant. In other words, a group whose z-score mean is less than -1.00 has given a response pattern that is found in less than 15.86% of individuals in the normative group. Hypotheses I and III compared PTSD and ODD group means to normative tables. Variables that are found infrequently in the normative groups (SCZI, DEPI, CDI, MOR, T, Pure C, Vista, C', and Y) can be compared directly to normative tables. Collapsed normative tables showing the average variable means for children (ages 6-11) and adolescents (ages 12-18) for infrequently given variables that do not have normal distributions are shown on the right side of Table 1 .
Comparisons between groups were computed using independent t tests with a Bonferroni procedure correcting a basic .05 alpha level of significance for each hypothesis and a degree of freedom of 68. The new level of significance for comparison between groups was .05/12 = .004 for Hypothesis I, .05/7 = .007 for Hypothesis II, and .05/4 = .01 for Hypothesis III. Although these alphas are statistically appropriate to avoid a Type I error, real differences between groups may be overlooked. Finally, other variables that could be of interest to clinicians were compared but were not assigned a level of significance.
RESULTS
Results reported in the tables include all three hypotheses together to save space, and additional comparisons are included that were not hypothesized. For example, in Table 2 , some differences between the PTSD and ODD groups are shown but were not predicted. Note. PTSD = posttraumatic stress disorder; ODD = oppositional defiant disorder. a n = 35. Note. PTSD = posttraumatic stress disorder; ODD = oppositional defiant disorder. a n = 35.
Hypothesis I: Differences Between the PTSD Group and Normative Tables
As predicted in Hypothesis I, the PTSD group gave responses for 12 variables (SCZI, DEPI, CDI, X+%, EgoC, Afr, T, EA, P, WSumC, RawSumSS, and WgtSumSS) that were significantly different from the normative tables with z scores more than 1 SD from the mean (Tables 1 and 2 ). However, the ODD group was also significantly different from the normative tables on the same variables. Differences between groups were not statistically significant except for the predicted differences reported for Hypothesis II. Of note is the fact that a large number of individuals in both groups had a positive CDI; 23 of 35 (66%) in the PTSD group and 26 of 35 (74%) in the ODD group had a score of 3 of more, and 11 (31%) in the PTSD group and 12 (34%) in the ODD group had a score of 4 or more.
Hypothesis II: Differences Between the PTSD and ODD Groups Based on an Alpha of .007
Four of the seven variables predicted on Hypothesis II were statistically different between the PTSD and ODD groups (SCZI t = 4.292, p < .001; RawSumSS t = 3.226, p = .002; WgtSumSS t = 4.366, p <.001; X+% t = -2.989, p = .004). In the PTSD group, 22 (63%) children and adolescents had a SCZI score of 4 or more versus 5 (14%) individuals in the ODD group, and 12 (34%) individuals in the PTSD group had a SCZI score of 5 or more versus 2 (5%) individuals in the ODD group. The other group means were not statistically significant: DEPI t = 1.390, p = .169; T t = 2.632 p = .010; and MOR t = 1.042, p = .301. However, 12 of the 35 (34%) children and adolescents in the PTSD group versus 3 of 35 (9%) individuals in the ODD group gave more than 2 MOR responses. Furthermore, 11 (31%) individuals in the PTSD group versus only 3 (9%) in the ODD group gave a Texture response. The predicted statistical difference in DEPI scores between groups also was not supported, yet a comparison of the frequencies within each group revealed a trend toward higher scores in the PTSD group. Twenty-two (63%) children and adolescents in the PTSD group versus 17 (49%) in the ODD group had a DEPI index score of 4 or more, and 12 (34%) individuals in the PTSD group versus 5 (14%) of the ODD group had an index score of 5. Both group means were significantly lower than normative table mean for T (PTSD M = 0.46, SD = 0.85; ODD M = < 0.01, SD = 0.28), but 11 individuals in the PTSD group had 1 to 4 Ts versus only 3 in the ODD group who gave 1 T each.
Hypothesis III: Differences Between the ODD Group and the Normative Table Based on Z Scores
The ODD group gave responses that were significantly different from the normative tables on two of the four predicted variables: Zf z = -1.20 and COP z = -1.54 (Tables 1 and 2 ). Neither R (M = 19.51, SD = 6.20) nor Pure C (M = 0.29, SD = 0.57) were significantly different from the normative tables. The PTSD group differed significantly from the ODD group on these four variables only on Zf (t = 2.939, p = .004), and the differences were in the opposite direction. The PTSD group mean was more than 1 SD above the normative mean, and the ODD group mean was 1 SD below the normative mean.
Other Variables: No Hypothesized Outcomes
Although 19 additional variables were examined, Type I error is a danger without a Bonferroni correction. The new alpha level of significance computed by dividing .05 by 19 was .003, and none of the p values met that standard (see Tables 1 and 3 ). However, clinicians should note that 6 individuals in the PTSD group had at least one Vista response (3 gave two responses with V), but no one in the ODD group had a V (t = 2.750, p = .008). Twenty-four (69%) individuals in the PTSD group had one to five responses with a C´versus 14 (40%) individuals in the ODD group who gave 1 to 3 responses with a C´. The PTSD group was more likely to give m responses (z = 1.31) than the ODD group (z = -.27; t = 2.037, p = .046).
Another interesting finding (not presented in the tables) is that the PTSD group and the ODD group had EB styles that were similar to one another: 28.5% of the PTSD AND ODD PTSD group were introversive, 17% were extratensive, and 54% were ambitent; and 34% of the ODD group were introversive, 11% were extratensive, and 54% were ambitent. In contrast, on Exner's (1993) normative tables for 12-year-olds (the mean age of the sample), 32% were introversive, 36% were extratensive, and 33% were ambitent.
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DISCUSSION
Assuming that results from the national study by Kilpatrick et al. (1995 , as cited in van der Kolk & McFarlane, 1996 were generalizable to the suburban school district, fewer children and adolescents with PTSD were found than expected. It is possible that youngsters who had been victims of trauma were overlooked or misdiagnosed because (a) information about a traumatic history had been withheld, (b) symptomology had been underreported, or (c) they had been given another diagnosis that addressed specific symptoms for intervention. In the future, psychologists should be aware that a positive SCZI might indicate that a history of trauma has been censored either to protect the child or adolescent or to safeguard a perpetrator. In these cases, a follow-up interview with specific questions about traumatic events might be important in determining whether the diagnosis should be PTSD or one of the other diagnoses that focus on specific behaviors. In any case, a positive SCZI should alert researchers and practitioners that the child's chaotic inner world has been revealed and that treatment plans should address these issues. Although Exner (1995) warned researchers about problems in comparing patient groups to the normative tables, the other variables that were significantly different from norms were also logically predictable. Pynoos, Steinberg, and Goenjian (1996) reported that traumatized youngsters display (a) severe cognitive problems including an interruption in the normal developmental task of "narrative coherence … i.e., children's ability to organize narrative material into a beginning, a middle, and end" (p. 342) as revealed through deviant responding on EA, X+%, Lambda, and F+% from this study; (b) a disruption in the maturation of emotional regulation and the ability to process and experience affect (WSumC, FC, CF, and Afr); (c) retarded or accelerated establishment of dependent and independent behaviors in family relationships (p. 343; T, CDI, and COP); (d) disturbances in the establishment or maintenance of appropriate reciprocal peer relationships due to misunderstanding and mistrust of social cues, "withdrawal, emotional constriction, and disrupted impulse control" (p. 344; T, CDI, P, Lambda, S, and CF); (e) memory disruptions and intrusive fantasies (SCZI and M-); (f) loss of self-esteem (EgoC, MOR, DEPI, and V); and (g) neurobiological alterations producing increased focused attention on external stimuli to maintain a feeling of safety (Zf). Treatment planning can be based on any of these problems in children and adolescents with PTSD.
The low frequency of PTSD diagnosed cases found in the school district archives also might represent only the most severe cases, a problem that would skew the data and give the impression that most children with PTSD would display elevated scores for SCZI and the variables that contribute to the index. However, deviancies in those variables make sense given what we know about PTSD and the way children and adolescents react to extreme stressors, but that does not mean they have schizophrenia. Exner's SCZI does what it was designed to do: identify individuals with disordered thinking and inaccurate perception. The best solution to this complication is to give SCZI a new name that will describe its function, such as the Perception and Thinking Index (PATI), rather than a diagnostic category. With this new designation, a positive PATI (SCZI) sidesteps the issue of true positive rates or false positive rates for schizophrenia and simply reveals problems or abnormalities in perceptual accuracy and disordered thinking without assigning a DSM-IV classification label.
As predicted, the PTSD group was significantly different from the normative tables on the 10 variables (SCZI, DEPI, CDI, X+%, EgoC, Afr, T, EA, P, and WSumC) that were reported in another study (Holaday, 1998) plus RawSumSS and WgtSumSS. However, the ODD group was also significantly different from the normative tables on the same 12 variables. The differences between the PTSD and ODD groups are revealed in the degree of deviance with the PTSD group showing more distress and instability. Both groups (54% ambitent) revealed inconsistent approach styles or behavioral patterns that could lead to inefficiency and uncertainty in problem solving. Furthermore, they tend to be "much more vulnerable to intra-or interpersonal problems" (Exner, 1993, p. 412) . These children and adolescents had been referred by school district officials for testing because of academic, behavioral, and interpersonal difficulties, so finding significant differences between Rorschachs from both groups and the normative tables is not surprising.
Also as predicted, four of those variables, the Schizophrenic Index (SCZI) and three of the criterion tests that comprise it (X+%, RawSumSS, and WgtSumSS) were significantly different between the PTSD and ODD groups with the PTSD group responding with more extreme scores. Furthermore, the SCZI elevation does not seem related to response complexity. The mean WgtSumSS in the five records with R < 18 and L > 1.0 was 22.2. The problem is that the children in the PTSD group did not have schizophrenia, and they did not display behaviors, such as hallucinations, delusions, disorganized speech, or disorganized or catatonic behaviors for a period of at least 6 months, described in the DSM-IV that must be present for a diagnosis of schizophrenia. Instead, they met criteria for PTSD. To understand why SCZI was positive (four or more) on 22 of the 35 records of children and adolescents with PTSD, it is necessary to consider briefly the status of the SCZI and diagnostic criteria for schizophrenia in childhood and then weigh the consequences of trauma on the normal psychological development in young victims.
There are at least three explanations for the elevated SCZIs in children and adolescents with PTSD. First, the SCZI revision data apparently included no protocols from children, so the validity of the index is questionable. SCZI was last revised in 1991 with the use of 50 discriminant function analyses and a "Monte Carlo"-type procedure to establish six criteria or tests for the index (Exner, 1993) . Although results indicated that the true positive rates are 78 to 88%, true negative rates are 89 to 100%, false positive rate are 0 to 11%, and false negative rates are 12 to 22%, none of these studies included children or adolescents (Exner, 1993; Gacono & Meloy, 1994) . Only two studies since 1991 were found that examined the SCZI, and both used adolescent protocols. One was reported by Murray (1992) , but it is not clear whether he was using the latest revision of SCZI or an older version. He argued that SCZI was accurate in diagnosing a psychotic child, but a content analysis was needed to develop treatment plans. Furthermore, he warned that SCZI yielded a high false-positive rate in children and adolescents who have severe learning disabilities and attention deficit hyperactivity disorders (Murray, 1992) . In the second study, SCZI was falsely elevated in intellectually gifted adolescent girls (Franklin & Cornell, 1997) .
Researchers using older versions of the index reported mixed results. For example, (a) when the accuracy of SCZI was examined in combination with another measure of thought disorder, SCZI successfully identified most of the adolescent patients with thought disorders, but another 10% were false negatives (Armstrong, Silberg, & Parente, 1986) ; (b) a SCZI of 4 or more accurately classified 7 of 15 inpatient adolescents with schizophrenia, but it also falsely identified 13 of 26 (50%) of the patients with major depression (Archer & Gordon, 1988) ; and finally, (c) a traumatized child had an elevated SCZI that was interpreted as an adaptative regression in service to the ego but not as evidence of psychosis (Viglione, 1990) .
A second reason for elevated scores is that diagnostic criteria for schizophrenia in children has changed over the years, and the SCZI does not reflect those changes. For example, in the DSM-III (3rd ed.; American Psychiatric Association, 1980) and the DSM-III-R (3rd. ed., rev.; American Psychiatric Association, 1987), children who previously had been diagnosed with many different diagnoses, such as atypical development, symbiotic psychosis, childhood psychosis, or childhood schizophrenia, were diagnosed with pervasive developmental disorders. However, the symptoms were still the same: poor social and communication skills and disturbances in reality testing, perception, and attention. The DSM-III-R also pointed out that "substantial research suggests that [these disorders] are unrelated to the adult psychoses" (American Psychiatric Association, 1987, p. 34) , a statement that suggests that SCZI, developed on an adult sample, may not have the same interpretative value for children's Rorschachs. Therefore, it cannot be assumed that schizophrenia in childhood is the same condition with the same symptomology as schizophrenia in adults, and there were no validity studies reported in the literature that supported the use of the revised SCZI with children. In the DSM-IV, schizophrenia in children is differentiated from other pervasive developmental disorders by the presence of "prominent delusions and hallucinations; more pronounced abnormalities in affect; and speech that is minimal and characterized by stereotypes and abnormalities in prosody" (American Psychiatric Association, 1994, p. 284) . Given this delimited definition, the SCZI may be too broad in scope.
A third problem is that the SCZI simply could be an inappropriate or inaccurate tool in diagnosing schizophrenia with younger individuals, but it may be a valuable tool for revealing PTSD. Although Exner (1993) claimed that, "no group, other than [people with] schizophrenia has been defined or conceptualized as having both the problems of disordered thinking and inaccurate perception" (p. 356), children and adolescents with PTSD also display these problems. Trauma interrupts the child's naive belief that the world is dependable and predictable and the people in it follow logical rules based on trust and fairness, and it also disrupts the belief that there is appropriate punishment for people who do bad things. When young victims cannot comprehend or make sense of what happened to them, life becomes irrational, illogical, and confusing. Reality is no longer understood in the same way as it was before the trauma, and traumatized children and adolescents appear to have learned that people are likely to be unsupportive or undependable and that the environment is likely to be dangerous and capricious. These unexplainable, disorganized, and hurtful thoughts and feelings experienced by traumatized children and adolescents are revealed through their Rorschach protocols. The four statistically significant variables (SCZI, RawSumSS, WgtSumSS, and X+%) that differentiate PTSD from ODD reflect these cognitive and affective disruptions.
Limitations to this study include (a) the fact that the Rorschach was one of 20 different assessment methods used with these children and adolescents, and it may have influenced the diagnosis; (b) z scores were used so that variables from children of different ages could be compared, even though a few variables were not normally distributed (Lambda and WSum6); and (c) the Bonferroni correction reduces statistical power so that only large effect sizes appear significant.
In conclusion, this is the first study that examined Rorschachs of children and adolescents diagnosed with PTSD and the first that compares their responses to another group with a different psychiatric diagnosis (ODD). When compared to Rorschachs from youngsters with ODD, the SCZI, X+%, RawSumSS, and WgtSumSS were significantly different between groups with the PTSD group producing more extreme elevations. The PATI (SCZI) identifies children and adolescents with disordered thinking and inaccurate perception.
